This article surveys recent developments in relation to the dimensions of ethnicity and ethnic disadvantage in social policy research and practice, with a focus on social care. While there has been limited increase in attention to ethnicity within general policy discussion and increasing sophistication within specialist debates, advances in theory and methodology have largely failed to penetrate the mainstream of research, let alone policy or practice. We argue for a more focussed consideration of ethnicity and ethnic disadvantage at all levels. Failure to do so creates the risk of social policy research being left behind in understanding rapid changes in ethnic minority demographics and patterns of migration, and increasing disadvantage to minorities.
Introduction
Historically, where mainstream health and care forums have given attention to ethnicity, it has frequently been sidelined as a 'specialism', implying that it should not concern most researchers. There have, however, been indications that this view is changing, including attempts to develop specialist guidelines for reviewers of journal articles (Salway et al. 2006 ). There is a need for research to be 'culturally competent', encompassing cultural awareness -including self-awareness, cultural knowledge, and cultural sensitivity -viewing participants as central partners in the research process (Papadopoulos 2006) . This is reinforced by the need for: meaning to be accurately conveyed from participants to researchers; participants' wider contexts to be understood; and researchers avoiding causing harm to participants or other members of the target group.
These scientific and ethical requirements are now underpinned by the Single Equality Act 2010, placing statutory responsibilities on researchers and employers to engage with ethnic diversity and to offer equal and fair treatment to all potential participants. The Act implies that research should not exclude ethnic minority populations by restricting its focus to people who, for example, speak English or, more generally, fail to recruit ethnically diverse samples, simply because of the inexperience of researchers working in multi-cultural settings. Race and religious belief are amongst seven protected characteristics requiring equal and fair treatment. By association, researchers have a public duty to promote equality and tackle discrimination. The impact of the Act on actual practice, although uncertain, creates further impetus for research, policy and practice to engage with ethnic diversity in a meaningful way, offering the opportunity to be used constructively as a catalyst for change.
A context of rapid change and increasing diversity
Building sophisticated consideration of ethnicity into research requires attention to a number of contextual spheres: super-diversity, inequality and racism (see Bulmer and Solomos 2004) .
In modern Britain, the competent handling of ethnicity in research requires understanding an partly due to the way statistics and other data are collected and presented. These struggle to respond to the more dispersed patterns of residence of the Chinese population (Chau 2008; Adamson et al. 2009) . Similarly, the experience of Travelling and Gypsy communities has been marginalised, despite their presence in Britain for over 500 years (Matthews 2008) , as has that of those of Irish origin. There is now a rapidly growing number of people who claim their ethnic origin as mixed-heritage; in parts of London, one in two children now born to a parent of African-Caribbean origin has a second parent from another ethnic group. The consequence of these developments is that the UK is now increasingly referred to as 'superdiverse' (Finney and Simpson 2009; Fanshawe and Skriskandarajah 2010) , although the profile and magnitude of that diversity varies substantially between regions. This renders earlier understandings of ethnicity no longer relevant, suggesting the danger that social care research, historically slow to accommodate ethnicity, will be left behind.
A context of inequality
The UK may be a diverse society but socio-economic (and ethnic) (Goodman and Ruggiero 2008) , general health and long-term limiting illness or disability (Butt 2006; Nazroo 2006 ) and access to welfare services (Craig 2007) .
Within the context of such inequalities, aspects of identity and experience interact in specific, complex ways, and ethnicity needs to be understood in the much broader context of people's lives. For example, Anionwu and Atkin (2001) report how women of African-Caribbean and South Asian origins struggle to get consultant physicians to take their concerns seriously. If, however, this is contextualised in the broader literature, we find this is predominantly explained by gender relationships, rather than ethnicity. Nazroo and Karlsen (2009) caution against uncritically 'controlling out' socio-economic differences in order to 'isolate' variation with ethnicity or religion, arguing both that social and economic factors need to be considered together, and that research needs to address the way that religion and ethnicity become racialised alongside associated inequalities. The intersections between factors are important: in some cases these lead to cumulative disadvantage -the case with ethnicity and disability (Ali et al. 2006) , or labour market participation and ill-health (Salway et al. 2007a) .
Among people of similar religious orientations there are gradations of likelihood of being in poverty for people differing in other respects: Muslims come to this country from, for example, Pakistan, Sudan, Malaysia and China, with differing economic (and cultural) backgrounds (Ansari 2009 ). Migration routes may also exert an influence alongside ethnic identity and national origin. For example, although asylum seekers and refugees have been few in number compared to other categories of migrants, they have experienced particular problems of destitution, increasing in recent years (Patel and Kelley 2006; Lewis et al. 2008) .
For some migrants, combinations of insecure or exploitative conditions of employment, migrant status, lack of recourse to public support, racism and increased insecurity and competition as a result of recession, can render their needs and experiences particularly 'invisible' to policy and the service design (Wilkinson et al. 2009 ). In justifying Britain's international relations, culture and ethnicity have at times been assigned the significance of essential features of individuals, determining social attributes such as intellectual, moral or behavioural characteristics, providing a convenient diversion for the culpability of the powerful, by blaming the oppressed themselves (Ahmad and Bradby 2007) . This has also impacted on many well-meaning efforts to address the needs of ethnic minorities, which have operated in ways which have contributed to reification -imputing a static and concrete existence to ethnic groups -and essentialization -ascribing ethnicity a fundamental and causal role within individuals. Within the health care field, it has been observed that research relating to minority ethnic populations is often marginalised as a 'speciality', whilst considerations of ethnicity are excluded from 'mainstream' studies and members of ethnic minority populations omitted from a large proportion of both clinical trials and qualitative studies (Atkin and Chattoo 2006; Hussain-Gambles 2003; McManus et al. 2006) . Most 'peak' social policy and research journals publish little in this territory, whilst those papers published rarely reflect the experience of a multicultural society.
Mainstream service organisations have had a historical tendency to adopt a so-called 'colour blind'/'open door' approach which, by default, favours the majority white population. This comes to represent the 'norm' around which service delivery becomes organized (Atkin and Rollings 1993; Katz 2002) . Service users are frequently assumed to have Western attitudes, priorities, expectations and values, to act according to Western ways, to speak English and understand the organisation of public services (Parekh 2006) . Increasingly, as government policy now reverts back to 1960s assimilationist policies, minorities and migrants alike are expected to behave as if they were white British people with darker skin colour: specific experiences relating to ethnicity and the context of racism are ignored (Gunaratnam 2003) . It is therefore necessary to develop an understanding of ethnic disadvantage and migration which is contextual and international, as an antidote to the inadequacies of individualised models of anti-racist and anti-oppressive practice (Humphries 2004 ).
Race, Culture and Ethnicity: The Politics of Identity
One major theoretical problem facing those working in the area is the confusing range of terms used as part of these broader debates. In some ways it is difficult to impose consistent definition (Bulmer and Solomos 2004) and to do so would undermine the complexity of current debates. All this is perhaps not surprising, since ethnicity is a multi-faceted concept.
This, although reflecting how people live their lives, can lead to analytical imprecision, frustrating policy and practice. Ethnicity is notoriously difficult to define and has come to embody a broad range of ideas, including language, religion, faith, culture, nationality and a shared heritage (see Bhopal 2007) . Ethnicity is increasingly also understood politically, defining not just exclusion by a powerful majority but conversely also a source of pride and belonging; in other words a mobilizing resource, enabling minority ethnic populations to celebrate their difference and make legitimate demands as UK citizens (Morris 2007 ).
In terms of present policy discourses, ethnicity and 'race' are used interchangeably, assuming almost the same meaning. This is why 'race' is often presented in inverted commas, to demonstrate its constructed (and problematic) nature. The two categories, of course, imply each other and cannot be treated as mutually exclusive. Just as ethnicity evokes a sense of common heritage, kinship and descent, 'race' and racism are not only descriptive terms for physical difference but involve potent cultural metaphors and value judgments justifying negative/discriminatory attitudes. The idea of there being such distinct racial groups has of course become unsustainable, even though racism remains a pervasive theme of our social and political domains, sometimes evoking racial categories, while at other times emphasizing a form of cultural imperialism (Bulmer and Solomos 2004) .
Hence, it is important to bear in mind that ethnicity, culture and community do not refer to fixed or essential characteristics that people 'have', but rather to dynamic processes of self-identity and differentiation involving negotiation of boundaries of inclusion and exclusion among groups (Bauman 2001 ). These boundaries are fluid and shift according to the context of social interaction, and struggles over power and resources over time (Hall 1996) . Further, an individual's age, gender, faith, sexual orientation, disability and socioeconomic position, as well as how others respond to these dimensions of identity, mediate experience. In some contexts, these aspects of identity may be more important than ethnicity in making sense of a person's situation (Lo and Stacey 2008) .The increasing interest in identity, therefore, offers possibilities for including ethnicity in more mainstream debates and in doing so, could offer a more nuanced approach to ethnicity, culture and 'race' (Atkin 2009 ).
This potential has yet to be realized.
Ethnic minorities in social care
Relative disadvantage and discrimination for many minorities suggests high levels of need for care and support, yet historically social care provision has fared poorly in investigating, understanding and responding to these needs, and in many cases has added to the problems faced by minorities. Butt (2006) suggests that many service providers in the 1970s/80s either that ethnic minorities did not have particular needs for support, or that these needs were already met by their 'community', a view which still permeates -implicitly or explicitlymuch welfare practice. For example, when comparing by age and area of the country, UK -ongoing 'colour-blindness' in mainstream mental health provision alongside damaging stereotypes associating black men with physicality, aggression, dangerousness (Newbigging et al. 2007 ) and associated disproportionate levels of coercive measures (Pinto et al. 2008) . This operates alongside poor support for user consultation (Rai-Atkins et al. 2002) and inadequate funding for the BME voluntary and community sectors (Chahal 2004; Newbigging et al. 2007; Craig 2011 ).
-a lack of attention in research and practice to religious and cultural influences on needs and experiences in hospice and palliative care (Gunaratnam 2001; Jones 2003 ).
-little consideration of ethnic diversity, when considering self-care and personalised care debates. We also continue to know very little about ethnically diverse populations' relationship to welfare benefits (Salway et al. 2007b ).
-the neglect of experiences of older people from minority populations and interrelationships of ethnic minority status, concentration in areas with high levels of deprivation, poverty, and lack of accessible and/or appropriate services (Craig et al. 2000; Yu 2000) , with particular neglect of those living in rural areas (Manthorpe et al. 2008 ) and older refugees (Patel and Kelley 2006) .
-an inability to provide sophisticated accounts of how ethnicity mediates experience and outcomes (Karlsen and Nazroo 2006 ) and a need to offer non-essentialized accounts of ethnic difference, incorporating other aspects of a person's identity such as gender, age, social class (Atkin 2009 ). Butt (2006) summarises the main continuing barriers to adequate responses to ethnic diversity in care as: lack of knowledge amongst ethnic minorities of the availability of support; lack of appropriate, quality services; lack of choice; workers without effective communication skills; workers without the experience and skills needed to work with diverse communities; and direct and institutional racism. These play out differently within each type of social care. Butt argues that successfully promoting diversity and meeting the needs of minority service users requires not only avoiding perpetuating these barriers, but developing conscious strategies to overcome their effects (see also Chahal 2004; NBCWN 2008) .
Lessons from health research
Research in the health field has progressed further than in social care, offering important lessons. Ahmad and Bradby (2007) provides an overview of developments since the mid1990s which have increased the complexity and sophistication of definitions around ethnicity and racism, begun to address the relationship between ethnic and socioeconomic inequalities, explored questions of identity and meaning of health and care amongst ethnic minorities, and examined difference amongst and between different minority groups. Kelly et al. (2008) report on a study of the contribution of socioeconomic, maternal and behavioural factors to higher rates of low birthweight amongst ethnic minorities in the UK, associated with risk of chronic disease in later life, and challenge the acceptance, in an absence of causal understanding, that this ethnic difference is somehow 'normal'. Developing a wider variety of measures of socio-economic status than previously and a finer differentiation of ethnic groups, they suggest that socio-economic differences are a significant causal factor in ethnic differences in birth-weight (also Mallinson and Popay 2007) .
Despite such advances, important gaps remain for particular groups in health research, and the growing sophistication in documenting and analysing racism and disadvantage has not been matched with a growing effectiveness in tackling it (Ahmad and Bradby 2007) . An increase in the use of qualitative methods in health research in order to include the insights of minority perspectives has been criticised in some cases for being under-theorised and loosely inter-disciplinary, leading to poor contextualisation and much research that is not rigorous and little more than descriptive ( Atkin and Chattoo 2006) . 'Diversity' approaches, promoted in the name of overcoming one-dimensional views of oppression, and now given institutional backing with the incorporation of the Commission for Racial Equality into a new Equality and Human Rights Commission, have been criticised for diverting attention from the specific roots and processes of racism targeted by anti-racist approaches onto a generalised and power-blind 'anti-discrimination' approach (Butt 2006; Needham and Carr 2009) . Despite the importance of locating ethnicity in relation to other key variables, such as gender, age and disability, there is now a renewed danger of ethnicity becoming 'lost'. How this tension is negotiated -and how ethnicity is reflected in research practice -will have considerable influence on future policy and practice, particularly since a recent survey identified a gap between the self-perceived competency of government departments in addressing questions of 'race' and ethnicity and other evidence which suggests continuing problems, including research which involves 'inappropriate conceptualisations of ethnic "groups"; fails to address issues of concern to minority ethnic people; lacks cultural competence; and fails to incorporate a broader social, historical and political analysis of ethnicity' , and see discussion about identity above).
This reflects a much broader question, the conceptualisation of ethnicity, which tends to be represented as both fixed and homogenous, having the same meaning in all contexts for all defined as members of that minority group (Ahmad and Bradby 2007) . This essentializing view of ethnicity has, as noted, been repeatedly challenged (Atkin and Chattoo 2007) by the view that not every aspect of a person's identity and experience -or of their health and encounters with the health care system -can be explained by his/her ethnic background. As among the 'white' population, a person's identity, like their health experiences and care encounters, are influenced by their age, gender and socio-economic position, as well as by how others respond to these different dimensions of identity. The key is to understand when ethnicity makes a difference and when it does not. Ethnic identity is not fixed or predefined, but has different meanings both for different people and for the same individual in different situations. In some instances, a person may wish to emphasise religious identity; in others, gender or a sense of national heritage might be important. Equally, expressing one aspect of identity at the expense of another rarely reflects the way people live their lives; many people now live quite comfortably with a range of identities. The theoretical, methodological and empirical implications of such approaches have, however, yet to find their way into mainstream research, let alone policy and practice (Atkin 2009 ).
Progress in social care research
In social care there are more limited signs of progress, driven by a number of wider Rai and Withey (2006) demonstrate the potential for well-designed local studies to provide valuable information on ethnicity and disadvantage, informing action for change. Important service user-led research has been undertaken by BME mental health survivors (Kalathil 2008 ). Yet much previous research continues to fail to impact on policy, practice and outcomes, despite years of research and discussion, leading to disillusionment among many ethnic minority people about involvement with research that doesn't seem to make a difference (Atkin 2003; Butt and O'Neil 2004) .
This calls for greater attention to methodological issues, the quality of research practices, the relationship between 'specialist' research on ethnicity and the mainstream, and structural and institutional factors which prevent research findings from being fully acted on. The lack of improvements in practice may also reflect the way much of the research in the field has been resourced and publicised, often conducted on a small scale for a local authority or other specific funder and remaining outside the horizons of many practitioners, service users, policymakers and academics, despite offering important insights (Brownfoot Associates 1998).
Even at the level of theoretical understanding, there remain significant gaps. For example, a major review found no evaluation directly comparing the benefits of different ways of organising mental health advocacy for African and Caribbean men. Of the organisations covered in the survey, engaged in forms of mental health advocacy, nearly one-third of mainstream advocacy organisations and many specialist BME organisations did not routinely record the ethnicity of users, severely limiting the potential for monitoring and the use of records for research (Newbigging et al. 2007 ).
Current trends show little sign of this changing. Barley and Salway (2009) report a telephone survey of a range of government social research departments and private research agencies on their self-reported procedures and competency in dealing with questions of 'race' and ethnicity, finding a patchy picture, reflecting one painted many years earlier (Rai 1995) . In the absence of effective understanding and action against the specific roots of ethnic inequalities and racism -necessitating research employing a sophisticated understanding of ethnicity -the increasing focus in adult social care on 'co-production' of care involving users and their wider families and communities, holds the potential to deepen exclusion and deficient provision for some ethnic minority groups, absolving the state of responsibility 
Discussion
When doing research, important dilemmas face those attempting to reflect ethnic diversity.
Methodologically, including more diverse samples is an obvious starting point. However, this is undermined if, having done this, researchers do not know how to make sense of the material or locate it within broader theoretical and empirical discussion. Researchers need carefully to reflect on the analytical relevance of recruiting more ethnically diverse samples, by thinking beforehand how they will use the data gathered. A broader literature is often available in which to contextualise empirical data on the experiences of a particular group and an important consideration can be to use this to explore similarities and differences among different ethnic groupings.
There is a depressing familiarity to many issues raised here, some indeed longstanding problems, reflecting a deeper malaise about how we can translate good research evidence into practice, rather than constantly attempting to re-invent the wheel. The better-understood processes of disadvantage and discrimination can sometimes mislead those who are familiar with the complexity of current debates, into thinking that there is little else to do. Our growing awareness, however, has not always meant a more responsive welfare provision. The UK offers several examples of this. Empirical research has long discredited stereotypes of minority families who 'look after their own'. These ideas, however, as noted, continually surface in the attitudes of many practitioners (Craig et al. 2000; Atkin and Chattoo 2007) .
Consequently, familiarity -evident in the work of some -is not always found in the research or practice of others. Essentialism has also long been discredited in academic circles, but is beginning to re-emerge, as research, policy and practice slowly adjust to the multicultural nature of society (Craig et al. 2012) . Debates about the complex nature of ethnic identity seem ignored, as mainstream research, unfamiliar with previous debates, applies poorly contextualised ideas, reflected in equally poor research practice. The supposed fatalism of South Asian patients in discussing long-standing illness, for example, has become a common feature of the nursing and medical literature, with little recognition that fatalism does not preclude active engagement with the condition (Atkin and Ahmad 2000) or that fatalism can occur, irrespective of ethnicity, as people try to make sense of their situations (Chattoo and Ahmad 2004) .
We need to take responsibility for our part in this, to be clear about the reasons, understandings and assumptions which underlay engagements with ethnicity, and the meaning of ethnic categories which we use. We need to keep in view at all times the complex and dynamic nature of ethnicity. Associations can be multiple, shifting and mediated by context. There is a constant interplay between different aspects of identity, with some experienced as more important and more supported (or more under threat) in some contexts than in others. As Salway points out, such a focus on the fluid and contingent nature of ethnicity does not necessarily sit easily with the stark divisions and inequalities social researchers attempt to understand ). Research needs simultaneously to account for ethnicity's shifting nature and the very real and concrete impact of racism on people's experiences and outcomes. This requires turning away from culturalist explanations of inequality towards an understanding of the ways in which aspects of ethnic identity are realised, politicised and given material force through the process of social negotiation and dynamic power relationships. To this extent, the concern of research should not be to offer neat prescriptive cultural descriptions, purporting to explain and manage 'ethnicity', but to offer a more general discussion which contextualises diversity and difference, without recourse to simplistic explanations and naïve solutions, which then perpetuate disadvantage and discrimination.
At the same time, describing and documenting disadvantage creates a potential jeopardy.
Constantly highlighting negative consequences of service provision can sometimes do little to advance thinking and practice, condemning everything while proposing nothing and creating a sense of inertia, making active engagement problematic. Policy and practice have not been particularly successful in translating research evidence, outlining the process and outcomes of discrimination, into tangible improvements in service delivery. As Taylor (1994) observes, to sustain multicultural societies, we need to develop 'the politics of difference' -in which there is a political commitment to ensuring diversity does not become the basis for inequality -rather than a narrow view of the 'politics of representation' -in which recognising difference becomes confused with responding to it.
At every stage of the research process, from commissioning, through developing methodological approaches, to dissemination, we need to recognise the ways in which a diversity of relationships -around racism, culture, religion, language, nationality, class, gender, disablism, life history, age, mental health, and sexuality -connect individuals, as part of groups, to wider contexts and processes up to an international level, in a two-way, dialectical process, in addition to reflecting this in outcomes and a commitment to tackling disadvantage and discrimination.
